Introduction
Human Immune Deficiency Virus (HIV) has been the leading cause of death among young adults and has a devastating impact on people in developing countries (Horowitz et al., 1998) . Previous reports indicate that renal disease is becoming increasingly prevalent in HIVinfected patients (Roling et al., 2006) . There was also an early observation of focal segmental glomerular sclerosis and renal failure associated with HIV infection (Roa, 1998) . Kidney disease is now widely recognized as a frequent complication of HIV infection (Gupta et al., 2005) . The Kidney is a relatively small bean shaped organ that perform many important functions like cleaning wastes from blood, managing fluid in the body, controlling blood pressure, making red blood cells, balancing acidity and mineral composition. Renal disorders are encountered at all stages of HIV infection, and they range from the fluid and electrolyte imbalances commonly seen in hospitalized patients to end-stage renal disease (Okuonghae et al., 2011) . Viruses therefore may be capable of damaging the kidney in a number of ways that are often peculiar to the specific infection (Emokpae et al., 2013) . Acute renal failure, which is common among hospital patients with HIV is associated with chronic kidney disease, liver disease and increased mortality (Wyath et al., 2006) although, death rates in HIV have declined since the introduction of highly active antiretroviral therapy (HAART), the number of deaths due to renal disease has increased (Gupta et al., 2005) . Chronic renal disease can be caused by many pathological mechanisms that bring about HIVassociated neuropathy (Gardenwartz et al., 1984) . Patients with HIV infection may develop a bewilder variety of electrolyte and acid-base disturbances. Hyponatremia from many causes is common and associated with increase mortality. Potassium disorders are frequent, with hyperkalemia, even to a life-threatening level (Farizo et al., 1992) . Fluid electrolyte disorders are common in patients with advanced HIV infection. Hyponaetremia is a frequent finding among HIV-infected persons, with a reported prevalence of 30-60% in hospitalized patients and occurs in the setting of both hypovolemia and euvolemia. It is a marker of severe illness that is associated with increased mortality in HIV infected patients. Hypovolemia which usually occurs as a result of gastro intestinal fluid loses is the most common cause of hyponatremia among these groups of patients (Adrogue et al., 2000) . Excessive loss of sodium resulting in hyponatremia, euvolemia and hypotension can occur via dieresis, Addison's disease, severe vomiting or diarrhoea. Hyperkalemia and hyponatremia may be a manifestation of miner corticoid deficiency resulting from adrenal insufficiency or the syndrome of hyporeninemic hypoaldosteronism. Acute or chronic kidney disease also may contribute to potassium retention (Kalin et al., 1999 ). An excessive concentration of chloride in the plasma occurs in water depletion, dehydration, decreased bicarbonate concentration or metabolic acidosis. Excess of chloride in the blood occurs as a result of fluid deficit for which the kidney attempts to compensate by reabsorbing large amounts of water and chloride dissolved in it (Kleyman et al., 2006) . Drugs are an important cause of fluid and electrolyte disorder in HIV-infected patients and can mimic the abnormalities associated with adrenal dysfunction (Burton and Theodore, 2001 ). This study was aimed at evaluating the serum urea and electrolytes in different stages of HIV infection in Ekpoma, Nigeria.
Materials and Methods

Area of Study
This study was carried out at Ekpoma, the headquarters of Esan West Local Government Area of Edo State, Nigeria. The plasma urea and electrolyte profile of 60 patients diagnosed with HIV and 40 apparently healthy individuals as control were studied from January 2013 to September 2014 in Irrua Teaching Hospital, Irrua-Ekpoma.
Sample Collection
Five millilitres of venous blood were collected from the subjects into lithium heparin bottle after a verbal informed consent. Samples were then spurned and the plasma obtained stored at 2-8ºC prior to analysis.
Ethical Clearance
This was obtained from the ethical committee of Irrua Specialist Teaching Hospital, IrruaEkpoma. 
Exclusion and inclusion criteria
Statistical Analysis
The results obtained in this study were analyzed statistically. The mean and standard deviation were calculated in each case. Student's t-test statistical method was employed for comparison using a computer programme (SPSS) for ''Windows Release 16.0'' and ANOVA (analysis of variance). The comparison was done at 95% confidence level, a p-value equal to or less than 0.05 (p<0.05) was considered statistically significant.
RESULTS
The tables below show the mean + S.D of plasma electrolytes, urea and CD 4 count in HIV patients compared to control subjects. Ziegler (1996) . Also the hyponatraemia and hypocarbonaemia seen in HIV patients agreed with the findings of Adrogue et al., (2000) who reported that in HIV patients gastrointestinal fluid looses usually occur as a result of diarrhoea and vomiting. The mean value of plasma chloride in this study was not statistically significant (p>0.05) even when it was low and compared to the normal subjects. This may be due to heavy sweating, vomiting, adrenal and kidney disease, pyelonephritis, diarrhoea and dehydration as reported by Kleyman et al .,(2000) . However, the urea level was raised and observed to be statistically not significant (p>0.05) when compared with normal subjects. Ross (2004) and Farizo et al., (1992) reported that in HIV patients, kidney function is compromised as a result of decrease in the number of functional nephrons which will reduce the glomerular filtration rates and cause major decrease in renal excretion of electrolytes. The low level of mean CD4 cells observed in this study when compared to normal subjects may be due to acute HIV infection which leads to conditions such as lymphoadenopathy, weight loss, vomiting nausea and neurological symptoms as previously reported by Khan and Walker (1998) . Finally, the electrolytes profile pattern, urea level and CD4 counts of patients diagnosed with HIV is a major predisposing factor to the development of HIV infection, in addition to complications especially malabsorption, weight loss, wasting and severe alterations in the body metabolizing and electrolyte balance. These balances are mostly determined and can be changed by medications, food choices and adequate hydration. It is therefore suggested to routinely carry out electrolyte profile, urea level and CD4 counts in HIV management.
